Until now, harvesting of flap elevations from the ipsilateral thigh twice in the same patient in two operations has not been reported. We harvested thigh flaps twice from the ipsilateral thigh of a single patient in separate operations. A 44-year-old man had skin defects of the right thumb and the left middle finger. In the first operation, his right thumb was reconstructed by the hemi-pulp flap. The anterolateral thigh flap harvested from the left thigh transferred to the donor site defect of the hemi-pulp flap. Sixteen days after the first operation, another anterolateral thigh flap harvested from the left thigh transferred to the defect of the left middle finger. This operative procedure is very useful for cases requiring multi-flap transfer.
Introduction
Several cutaneous perforators arise from the descending branch of the lateral circumflex artery at the lateral thigh, and these perforators nourish the anterolateral thigh flap. Until now, harvesting of an anterolateral thigh flap with two skin paddles by utilizing two of these skin perforators has been reported [1] , but harvesting of flap elevations from the ipsilateral thigh twice in the same patient in two operations has not been reported. We harvested anterolateral thigh flaps from the ipsilateral thigh of a single patient on two occasions using two of these perforators.
Case Report
A 44-year-old man suffered a degloving injury to the right thumb and left middle finger (Figure 1(a), Figure 1(b) ). The reconstructive surgeries of his right thumb and his left middle finger were planned in separate operations.
In the first operation, a great toe hemi-pulp flap was transferred to the defect of the right thumb (Figure 2 ). Without delay, ananterolateral thigh flap was harvested from the left thigh and then transferred to the donor site defect of the hemi-pulp flap (Figure 3, Figure 4 ). Sixteen days after the initial surgery, another anterolateral thigh flap was harvested from the left thigh and transferred to the defect of the left middle finger ( Figure 5 , Figure 6 ). The overlap of the first flap and the second flap was avoided by preoperative examination of the perforators with a Doppler probe. The second thigh flap was elevated from a more distal site relative to that of the first operation (Figure 7) . At the first operation, suprafascial dissection was carried out to identify the perforator; at the second operation, infrafascial dissection was carried out for subcutaneous adhesion. Both perforators of the first operation and the second operation had pass through in the vastus lateralis muscle. The fascia was preserved in the thigh in both operations. His final postoperative course was uneventful and all transferred tissues survived. One year postoperatively, the patientused the reconstructed fingers naturally and could walk normally or with weight-bearing (Figures 8(a)-(c) ).
Discussion
Usually, a case requiring double free flap reconstruction is rare. In such cases, flaps are harvested from different donor sites of the same patient in each operation. There are several skin perforators arising from the descending branch of the lateral femoral circumflex artery [2] . It is possible to elevate a large flap and two skin paddle flaps by utilizing two of these skin perforators [1] . Until now, harvesting of an anterolateral thigh flap with two skin paddles has been reported [1] , but harvesting of flap elevations from the ipsilateral thigh twice in the same patient in two operations has not been reported. The advantage of double free flap transplantations from the same site is low donor site morbidity. In other flaps, such as a deep inferior epigastric artery perforator flap [3] , a thoracodorsal artery perforator flap [4] , and a tensor fasciae latae perforator flap [5] , the perforators are too closely located to each other to allow elevation of the two flaps. Moreover, a groin flap has one dominant perforator [6] , so it can-not provide two flaps. Accordingly, the anterolateral thigh flap is the only perforator flap that can be used for double flap harvesting from a single donor site. A problem that can be encountered at the second operation is that fascia-adipose layer scar adhesion caused by the initial surgery can impede dissection of the skin perforator. Dissection of a small perforator surrounded by the scar poses a high risk for damage of the perforator. However, at the first operation we located a perforator above the fascia, and at the second, we located another under the fascia of a scarless layer.
Conclusion
The anterolateral thigh flap is the only perforator flap that can be used for double flap harvesting from a single donor site. For patients requiring two flap reconstructions in separate operations, use of an anterolateral thigh flap allows limitation of donor site morbidity to a singlesite.
